We report two cases in which gallstones greater than 1 cm in diameter passed spontaneously from the common bile duct into the duodenum. The possibility of spontaneous passage should be borne in mind in the management of patients with common duct stones.
Introduction
It is generally recommended that stones in the common bile duct should be removed because of the complications they may cause: obstructive jaundice, cholangitis and pancreatitis. These stones may be removed surgically, endoscopically or postoperatively by the use of a catheter passed via the track of a T-tube. It is widely believed that all stones in the bile ducts should be removed as soon as possible. Sometimes, however, an expectant policy may be justified if there is a possibility that the stone may pass spontaneously. We have recently seen two cases in which quite large stones (>1 cm in smallest diameter) passed spontaneously from the common bile duct (CBD).
Case reports
Case 1: FL, aged 63, had had a cholecystectomy 8 years previously. For 3 months before presentation he had had intermittent jaundice accompanied by itching, pale stools and dark urine. On examination he was not jaundiced and appeared well. An ultrasound scan showed dilated extrahepatic and intrahepatic bile ducts with a stone at the lower end of the CBD. A percutaneous transhepatic cholangiogram (PTC) showed a single stone, 19 x 15 mm, obstructing the lower end of the CBD (Figure 1 ). Before laparotomy could be carried out, on the third day after the PTC, he developed severe, constant, epigastric pain. Serum amylase was 650 u/litre (normal < 300). The pain diminished over a few hours. The following day he was pain-free, and at an elective operation he was found to have a dilated CBD, but on opening the duct no stone could be found. A large Bakes' dilator was passed down the CBD; this easily entered the duodenum, with no resistance at the ampulla. An operative cholangiogram confirmed the absence of the stone and free flow into the duodenum. He made an uneventful recovery.
Case 2: In 1978 MW had been found to have gallstones but had refused cholecystectomy. She presented in 1983, aged 64, with a 3-week history of right upper quadrant pain. There was hepatomegaly. Liver function tests suggested biliary obstruction. Ultrasound confirmed the presence of gallstones and showed a dilated CBD. PTC demonstrated a solitary gallstone, 15 x 11 mm, near the lower end of the CBD (Figure 2 ). She underwent cholecystectomy and exploration of the CBD 2 days later. No stone was found in the bile duct, which was fully examined with the flexible choledochoscope. The CBD was closed over a T-tube. Postoperative cholangiogram was normal, and she made an uneventful recovery. 
Discussion
The development of techniques of endoscopic removal of CBD stones and the use of steerable catheters to remove retained stones via the T-tube track after exploration of the CBD have emphasized the active management of these stones. It is known that small stones frequently pass spontaneously, but it is less widely appreciated that this may occur without any associated symptoms or complications such as pancreatitis (Acosta & Ledesma 1974) . Bergdahl & Holmlund (1976) described 38 patients with retained stones in the CBD after cholecystectomy who were observed for one month after diagnosis. In 24 cases the stones passed spontaneously. Two of these stones were 10 mm or more in diameter, and 13 measured 5-9 mm. In 18 cases there were no symptoms related to the passage of the stone. We have successfully managed retained stones by waiting four weeks and then, if necessary, flushing the T-tube with normal saline. Stones up to 14 x 11 mm have been cleared from the ducts in this way. It seems likely that some of the successes claimed for dissolution of gallstones by perfusion of the biliary tree with various solutes might simply be due to the stones being washed into the duodenum.
We do not question the need for urgent surgical treatment of symptomatic CBD stones.
However, these two cases demonstrate that stones up to 19 x 15 mm may pass spontaneously, even in the absence of the gallbladder (Case 1). Therefore a limited period of observation may be justifiable in patients without jaundice or cholangitis. In addition, it would seem that following sphincterotomy it is reasonable to wait for at least a week, as advocated by Classen & Ossenberg (1977) , before proceeding to extraction of any residual stones, as in many instances the stones will pass spontaneously or after irrigation via the T-tube or transnasal biliary catheter (Cotton & Williams 1982) . Such an expectant policy of management would avoid unnecessary bile duct instrumentation in those patients -which might be as many as two-thirds (Bergdahl & Holmlund 1976 ) -in whom the stones will pass spontaneously. Whether this would result in a lower morbidity can only be determined by a prospective comparison of immediate extraction with a defined period of observation before proceeding to stone removal.
